EXAMPLES Example 1
A 67-year-old woman was suspected of having acute myeloid leukemia and was admitted to the hospital. Six months before this admission, a blood smear already showed 3% atypical blasts, and the leukocyte count was 2800/µL (to convert to ϫ10 9 /L, multiply by 0.001). This was interpreted as a reaction to an infection, and no further testing (bone marrow biopsy) or adequate short-term follow-up was performed. Leukemia was confirmed in the later hospital admission: the blood leukocyte count was 183 000/µL. The leukemia could have been diagnosed 6 months earlier. During the last admission, the patient had coagulation disorders and died of complications of gastric bleeding. The case was judged to be preventable to some extent. The causes were defined as knowledge-based mistake, violation, and verification.
Example 2
A 59-year-old man was admitted to the hospital with dyspnea. The physician established pneumonia as its cause. However, this diagnosis was not based on sufficient tests because, for example, no blood or sputum culture was performed, and chest radiography was not used to confirm infiltrative abnormalities. Pulmonary embolism was not stated in the differential diagnosis, although symptoms could also be attributed to this disease. When the patient's condition did not improve after treatment, the physicians considered the possibility of pulmonary embolism. The D-dimer was strongly elevated, suggesting pulmonary embolism, and computed tomography angiography was performed. Based on this image, pulmonary embolism was ruled out. The patient died unexpectedly, and postmortem examination showed pulmonary embolism. In retrospect, it turned out that the computedtomographyangiographywasnotinterpretedcorrectly. The case was judged to be preventable to some extent. The causes were defined as knowledge-based mistake, violation, coordination, verification, and transfer of knowledge.
